A 39-year-old male with no past history presented with three months of left inguinal pain and a left groin lump that became progressively larger and more painful. He was seen at another hospital over one month prior where they were unable to manually reduce the lump. He could not recall the computed tomography (CT) findings, and no surgery was performed. Since then, he has experienced persistent left inguinal pain and nausea. He denied fever, vomiting, dysuria, hematuria, penile discharge, testicular pain, or history of sexually transmitted diseases.
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CASE PRESENTATION
A 39-year-old male with no past history presented with three months of left inguinal pain and a left groin lump that became progressively larger and more painful. He was seen at another hospital over one month prior where they were unable to manually reduce the lump. He could not recall the computed tomography (CT) findings, and no surgery was performed. Since then, he has experienced persistent left inguinal pain and nausea. He denied fever, vomiting, dysuria, hematuria, penile discharge, testicular pain, or history of sexually transmitted diseases.
Physical exam revealed a firm, tender, and non-reducible mass in the left inguinal canal and along the spermatic cord. Remainder of examination was normal. Complete blood count, basic metabolic panel, lactate, urinalysis and urine culture were normal. CT of the abdomen and pelvis was suggestive of pampiniform plexus thrombosis (Image 1). Formal ultrasound images revealed diminished Doppler vascular flow (Image 2) within the left testicle and prominent, heterogeneous vascular structures seen in the left inguinal canal (Image 3) that correlated with the CT, indicating pampiniform plexus thrombosis as well.
DISCUSSION
Pampiniform plexus thrombosis is a rare cause of inguinal pain, which is often misdiagnosed as hernia or orchitis. Accurate diagnosis can prevent unnecessary treatment including surgical intervention. There are limited references in the literature to this condition, and there are no evidence-based approaches to management. The majority of reported cases involved the left venous plexus, and most were diagnosed intra-operatively for pre-operative diagnoses of incarcerated inguinal hernia or orchitis.
1 A work-up for hypercoagulability is recommended. 2 Management has ranged from conservative treatment with nonsteroidal anti-inflammatory drugs to surgical excision of the thrombosed vessels. 
